described concurrence of the three tumours within the thyroid gland but not in a single lobe3. Thyroid carcinoma has been divided into two groups according to its putative embryological derivation: medullary carcinoma is regarded as being of neuroectodermal origin, and follicular and papillary carcinomas of endodermal origin. This histogenetic classification has lately been challenged. Medullary carcinoma occasionally shows microscopic features suggestive of a follicular or papillary growth pattern. Follicular differentiation has been confirmed with immunohistochemistry and in situ hybridization of thyroglobulin; similarly, up to 30% of the follicular derived neoplasms have been shown to express neuroendocrine markers4. Hence it may be suggested that the ultimobranchial body gives rise to a common stem cell from which are derived C-cell and follicular epithelial cell types5.
There is no clear explanation for the presence of three primary tumours surrounded by non-neoplastic thyroid tissue in one thyroid lobe. Although the possible interaction of various growth pathways, mutations and genetic defects could be responsible for the development of three separate primary tumours, a single origin from an ultimobranchial body stem cell with divergent differentiation is an alternative concept.
Simvastatin treatment in nephrotic syndrome associated with a bee sting T R6vai MD G Harmos MD J R Soc Med 1999;92:23-24
Most patients with chronic renal disease have lipid disturbances that in the general population are risk factors for cardiovascular disease. HMG-CoA reductase inhibitors have been successfully used to lower total cholesterol and low-density-lipoprotein cholesterol in sustained nephrotic syndromel ,2. We report a case in which such an agent, simvastatin, was used to control hyperlipidaemia in minimal change nephropathy following a bee sting.
CASE HISTORY
A girl aged 16 was stung by a bee on her left leg, which immediately became swollen and vesiculated. Generalized oedema developed and she was admitted to an allergy centre. Prick tests for pollen allergy were positive; investigations for angioneurotic oedema, systemic lupus erythematosus and sarcoidosis were negative; rheumatological, gynaecological and cardiological consultations yielded no further information. Quincke's oedema was diagnosed.
A year later she was referred to our department with nausea and generalized oedema, mainly affecting the lower limbs. Blood pressure was 150/100 mm Hg. She had heavy proteinuria (49 g/L) and total blood cholesterol was 11.3 mmol/L. Other blood indices were: triglyceride 2.4mmol/L, HDL cholesterol 1.16mmol/L, LDL cholesterol 7.8 mmol/L. Tests for tularaemia, Lyme disease, hepatitis A, B and C, cytomegalovirus and human immunodeficiency virus were negative as was an immunological screen including antinuclear antibody and ANCA. Cryoglobulinaemia and paraproteinaemia were excluded. Renal biopsy (Cs G6ndocs, Hospital Erzsebet) revealed typical minimal change nephropathy without focal or segmental glomerulosclerosis. On immunohistology there were sparse mesangial deposits of IgM and Clq, but there was no glomerular IgA C3 or fibrin/fibrinogen. We concluded that her renal lesion was secondary to the beesting incident. Initial treatment was intravenous pulse methylprednisolone (three daily doses of I g) then oral prednisolone. However, only when we added first cyclophosphamide then chlorambucil (eight weeks) was complete remission achieved. Hypertension persisted and was treated with enalapril and frusemide. Soon after diagnosis, we tried to correct the severe hypercholesterolaemia and hypertriglyceridaemia by dietary means, but this failed and we began simvastatin 20 mg daily. Blood lipids declined, and Table 1 shows that this trend antedated remission of the nephropathy. After six months of simvastatin (by which time the patient was in remission) HDL had risen to 1.3 mmol/L and LDL had fallen to 5.5 mmol/L. year's treatment for allergy before her nephropathy was diagnosed. When treated with steroids, more than 95% of children under 16 with minimal change nephropathy lose their proteinuria within 8 weeks, though many relapse when steroids are tapered or withdrawn. During the disease, most patients have some combination of increased cholesterol and LDL, low HDL, and high triglycerides that in adults might demand treatment to prevent cardiovascular disease5. Should such lipid disorders be treated? The question requires further study in a range of renal diseases, but our experience in this case associated with a bee sting indicates that an HMG-CoA reductase inhibitor can be effective in nephrotic syndrome due to secondary as well as primary nephropathy.
Oesophageal achalasia secondary to pleural mesothelioma Achalasia, a rare oesophageal motor disorder, results in dysphagia, dilatation of the oesophagus, stasis oesophagitis, reflux, aspiration pneumonia and increased risk of squamous cell carcinoma. Primary achalasia is idiopathic; secondary achalasia is due to a separate disease.
A 49-year-old cook, a heavy smoker (two packets a day for 20 years), had experienced rapidly progressive dysphagia to liquids and solids since July 1996. In December of the same year, he started to have episodes of regurgitation in the recumbent position, with occasional bouts of nocturnal coughing and night sweats. In January 1997 he had flu-like symptoms lasting three weeks. Four weeks before admission in March 1997 he began to suffer general fatigue, weight loss, and exertional dyspnoea; while moving he could hear splashing sounds inside his thorax, especially when encouraging his local football team. His family physician found a silent right hemithorax on auscultation, and the chest X-ray disclosed a complete hydropneumothorax.
On admission the patient was dyspnoeic and emaciated; temperature was 37.6 'C. 
